wolth, . THE DIVISION OF HEALTH OF MISSOURI 59_011158

18. CAUSE OF DEATH (Enter only one cause per line for (o}, (b), and {c).}
PART I. DEATH WAS CAUSED BY: W %W,
IMMEDIATE CAUSE (a) '
Conditions, if any, DUE TO (b} %—yul./b.ﬂog(_/(ﬁ;/ / EW
which gave rise o }
DUE TO (c) M

INTERVAL BETWEEN

. ONSET AND D%TH

Welfare STANDARD (ERTIFI(ATE OF DEATH STATE FILE NUMBER
ublie . »
arvice IF"_ED MAR 2 5 19599is!raﬁaq District No. Primary Reﬂ;is"@_pis"ic' N« R"g""‘” a_ ----- 2 476—---
1. PLACE OF DEATH 2, USUAL RESIDENCE {Where decoased lived. |f institution: Resdide_nc b)afore
. COUNTY . STATE yue . b. COUNTY admi g#lon
300 a O " Missouri yd
r57 b. Cg‘( {If outside corporate limits, give TOWNSHIP enly} Inside Limits c. C‘I:;TRY Inside Limits
R + .
| TowN St .Louis,Mo Yes L] Mo [ T St.Louis Yes No ]
i?? c. Fngl’_l NA&‘-%OF {lf NOT in hospital, give location) | Length of stay in 1b d. SE%EQIIEEES (1f outside, give location) Reside on Farm
HOSPITAL OR ] A A _
y [ msTiuTion 4758 a,S5t,Louis Ave 4758 2,5t.Louis Ave Yool ] No[]
i 3. HAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Queenie _ _ McConnell DEATH 3 9 1959
" & COLOR OR RACE| 7 upgmio [ Juever warmico ] & OATEOF BRI | AGE o Prumoe Tyend i vioes e
Female 3 Negro wiDOWeDfr] .7 pivorcED[ ] :Tanuarv 20, 1&80 l
I 10a. USUAL OCCUPATICN (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
| during mos of working life, even if retired) INDUSTRY . / S
| i1 none Columbia,Tennessee U.S.A
| 13a. FATHER'S NAME 13b. MCTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
| 13 Jones Mary Sanders Dead
| 15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
' (Yes,_no, or unknawn)| (If yas, give war or dates of service) . .
‘ N none none Hazel Strawbridge 4758 g,5t . Lon

above couse (a),
stating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

| E iying cause last.
!'6 [ PART ll. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but no{ related to the terminal dissase condition given in PART | {a) 19. WAS AUTOPSY
3 < PERFORMED? <.
i__s : YES[] NOM
- =1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= w
i:fl 0 o o
g 31 20c. TIMEOF Hour  Monih, Day, Yeor
8 o INJURY  a.m.
: ‘;‘, E p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor obout home,{ 20f. CITY, TOWN, OR LOCATION " COUNTY = STATE
- WHILE ATD NOT WHILE [:] farm, factory, street, office bldg., etc.}
L WORK AT WORK
. 21. | ottended the deceased hom <7~ W’“ I % 7 - @" 6"7and last sow A live on 2= 5-C7
' E Death occurred ot - Q'r w }7 . m on Ihc duie lmied abovn, and to the best of my knowledge, “from the cawses siated,
k] 226 _SIGNATURE Degree or tile) )"7 225, DRESS 2c. DATE SIGNED
5
= )Ny S D L AN Jaerdr—. |%—10-54
230, B%L,‘CREMA'”ON, 23b. DATE '23,:. NAME OF CEME‘ERY OR CREMATORY 23d. LOCATION (Cifﬁ town, or coynty) {State)
REMEV AL (Specify) . R . .
Removal 3/13/59 Washington Park Cemetery |St.louis County,Missouri

24. FUNERAL DIRECTOR ADDRESS '2_5. DATE RECD. BY LOCAL REG. 26 ISTRAR'S 56, AT.UR
C,W,Roberts Und.Co 1416 N,Taylor Ave MAR 1189 W M ] /7 pt
. .. A

(Li od Embalmer’'s Stot. on Reverse Sids)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M, OF DY i erra e e s e st rnrennren s enn ataaetnserrrnaeen et aaan ., Student Embalmer No. .........ccovvvee.

working under my personal supervision.

Student ..covviiiiiiiiii e e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his/(’)WN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
- L{.lh}is(?ody is not,embalmed, fact should be so stated above.

ek




